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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICENCIES {(X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND FLAN COF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BULDING
443017 B. WiNG ' 01/10/2013
NAME QF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2844 SEVIERVILLE RD
ABBURY PLACE AT MARYVI].LE MARYVILLE, TN 37804
SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN QF CORRECTION a)
p"éﬁé& (EACH DEFICIENGY m"g'r BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE coMFLETION
TAGR REGLULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

An annual Recertification survey and complaint
investigation #'s 30939, 30088, 30879, and

30898, ware completed on January 10, 2013, at F=272 —Resldent #191 was placed | 2/24/13

Asbury Place at Maryville. No deficiancies were on the Incontlnence Monitoring
cited related to the complaint Investigations under Record to assess voiding pattern
-::;2a gFlfagﬁurL :33, Requirerments for Long Term on 1/31/2013. The Bladder
F 272 | 483.20(b)(1) COMPREHENSIVE F27z|- Incontinence Assessment will be
SS=D | ASSESSMENTS completed by 2/7/13 and will be
N _ o placed on the appropriate toileting
The facllity must conduct initially and periodically plan based on this assessment.

a comprehensive, accurate, standardlzed
reproducible assessmient of each resident's
functional capacity. Other residents having the

potential to be affected will be

A faclilty must make a comprehansive Identified by performing an

asssasment of a resident's needs, using the

resident asseasment instrument (RAI) specified : Incontinence Monitoring Record
by the State. The assessment must nclude at upon admission and will receive a
:ng‘tﬂmz;‘g:fw:}"éé bio iformation Bladder Incontinence Assessment
Customary mi“na;emograp ¢ miormation; by a licensed nurse. Based on the
Cagnitive patterns: assessment, the resident will be
gosmmunfcation: placed into the appropriate
ISIQN;
Mood and behavior patterns; tolleting plan per the facllity Bowel
Psychosoctal well-being; and Bladder Program.
Physical functioning and structural problems:
Continence; All residents residing in factlity
Diseass diagnosia and health conditions;
Dental and nutritional status; based on census of 1./31/2013 will
Skin conditions; have their chart audited for a
ﬁzﬂdvgt%:rsuit; ' completed bladder assessment.
ne;
Special treatments and procedures: These assessments will be updated
Discharge potential; by 3/15/2013.
Dacumentation of summary information regarding
LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPREGENTATIVES SIGNATURE TITLE @) RATE

~eaa b Lrrurn, Lxecutin O )8

Any deflclency statement ending with an asteriak (*) denotes a deficlancy which the Institution may be excuged from correcting providing it is defermined that
olner safaguards provida sufficient pratection to the patlents. {See Instructions.) Except far nursing homes, the fAindings stated above are disciosable S0 days
following the date of survey whather or hat a plan of corraction Is provided, For nursing homes, the above findings and plans of correction ara disciosable 14
days h"ovdrqgl tha date these documents ars made avallable to the facllity, if deficencias are cited, an approved plan of corection Is requisits (o centinued
pregram participation,
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AND FLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BULDING
448017 B.WING 01/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2648 SEVIERVILLE RD
ASBURY PLACE AT MARYVILLE MARYVILLE, TN 37804
[X4) ID SUMMARY STATEMENT OF DEFICIENCIES [} PRI?VCEREEEM fg_r fg,fgﬁgaﬂ’ﬂae {x5)
P?-ng FEEQ?JEA?FEOF;?’IWDEWBEF?{T&E E‘IDFEC?R%:'I% P-T-E(F;Ix GR%AEGS-RE FERENCED T8 THE APPROPRIATE DATE
 272| Continuad From page 1 F 272
the additional assesasment per{ormad on the cere The Staff Development
%r::;ssﬁg?ﬁrgg)pgélaa completion of the Minfmum Coardinator will In service all
Documentation of particlpation In assessment, nursing staff on the Bowel and
Bladder Program by 2/20/13.
The DON and RN Supervisors will
conduct audits on these
assessment for completion and
appropriate toileting plan. These
RE .
Z}I::'s QUIREMENT 8 not met a6 evidanced measures will be audited for 10
Based on medical racord review, observation, residents per week for 4 weeks,
faciity policy review, and Interview, the faciity then 10 residents per month for 3
failed to essess the bladder continence needs for months
one resldent (#191) of thirty-nine residents '
reviewed. The results of the audits will be
The findings included: reviewed at the Quality Assurance
' Committee (DON, Administrator,
Reslde;r;t ﬁg 91 was acdii'nltted to thelfstujclllty on Facilities Director maintenance
August 1, 2012, with dlagnoses including Altered k
Mental Status, Chranic Alrway Obsbuction, azd hause ; EF;'TSS' M?S' Medical
Hypertension, Gastrossophageal Reflux Disease, Pharmacy, Soclal Services, Medica
and Anxisty, Directar, ADON, Dining Services)
meeting, beginning in February,
Medical record review of the admisslon minimum
data set (MDS) dated August 13, 2012, revealed monthly for three (3) months and
the resident required supervision with sat-up help recqmmend ations implemented,
only for bed mobility, transfers, and walking in as appropriate,
room. Continued review of the same MDS
revealed the resident requirad extensive
assistance of ona person for dreasing, tollet use,
persongl hyglene and was "...fraquently
incontinent of bladder and bowa\...”
Medical record review of the quarterly MDS dated
FORM CMS8-2587(02.80) Pravious Varstons Chadlate Evenl ID:5X8011 Faaillty {D: TND3CS It continustion sheat Page 2 of 10
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£{1) PROVIDER/SUPPLIER/CLIA
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A BUILDING

B. WING
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OMB NO. 0936-0381_
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COMPLETED

011012013

{%4) ID
PREFI|X
TAG

BUMMARY S3TATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

7]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROBS-REFERENCED TO THE APPROFPRIATE
DEFICIENCY}

()
COMPLETION
CATE

F 272

F 315
35=D

Continuad From page 2

November 11, 2012, revesied the resident was
"always incontinent of biadder and bowael,”
indicating a deciine from the admisslon MDS.

Revlew of the facility's Incontinence Monitoring
Record dated August 2 through August 8, 2012,
revesled the resident's voiding pattern (tolleting
habits) had been monitored for seven days.
Continued raview of the Incontinence Monltoring
Record revealed the resident’s volding pattern
had been categorized as voided, wet, and dry,
Revlaw of the Bladdar Incontinence Assassment
dated August 8, 2012, revealed the document
was hlank, .

Review of faclity policy, Instructions for
Patterning Tool, revealed, "1. Select residents first
who have the greatest chancs of going from
Ihcontinence to continence. 2, Begin patterning
at midnight; check on resident every hour and
enter a "X" in the appropriate box. 3. Once
patterning is complete; notify nurse so she/he can
compiete the nursing assessment ..."

Intarview in the conference room on January 10,
2013, with the Unit Manager of the secured unit
on January 10, 2013, at 2:30 p.m., confirmed the
bladder assessment had not been completed for
the resident as per the facliity's-policy.
483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the resldent's comprehansive
agsessment, the faclllty must ensure that a
resident who enters the fachlity without an
indwelling catheter Is not catheterizad uniess the
resident’s clinlcal condition demonstrates that
catheterlzation was necassary; and a resident

Fz272

F 318

F-315 - Resident #191 was placed
on the Incontinence Monitoring
Record to assess voiding pattern
on 1/31/2013. The Bladder
Incontinence Assessment will be
complated by 2/7/13 and will be
placed on the appropriate toilating
plan based on this assessment.

3/15/13
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OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONBTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER; GOMPLETED
A BULDING '
445017 B. WING 01/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2If CODE
2648 SEVIERVILLE RD
ABSBURY PLACE AT MARYVILLE MARYVILLE, TN 37804
%4) I SUMMARY STATEMENT OF DEFIGIENGIES Y PROVIDER'S PLAN OF CORRECTION 45}
PREFIX (EAUH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CAMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoas-aEFEREDNgFEIg Eg cT%E APPROPRIATE DATE
F 15| o Other resldents having the
w:gt::li‘:goium:g I:a?zlzdder I t F315| potentlal to be affected will be
nto recelves appropriafe :
treatment and services to prevent urinary tract identlfled by performing an

Infactions and to restore as much normal bladder
function as possible.

This REQUIREMENT 18 not met as evidericed

¥

Based on medical record review, observalion,
facllity policy review, and intarview, the facllty
falled to ensure freatment and services were
provided to prevent decline in bladder continence
for one realdent (#191) of thirty-nine residents
raviewad,

The findings included:

Resldent #1981 was admittad to the facliity an
August 1, 2012, with diagnoses including Altered
Mentat Status, Chronic Alrway Obstruction,

Hypertension, Gastroesophageal Reflux Disease,
and Anxlety.

Medical recard review of the admission Minimum
Data Set (MDS) dated August 13, 2012, revealed
the resident required supervision with set-up halp
only for bed mobllity, transfers, and walking in
rcom. Continued review of the same MDS
rovealed the resident required extensive
assistance of one person for dressing, tollat use,
personal hyglene, and was "frequently Incontinent
of bladder and bowel."

Medical record review of the quarterly MDS dated
November 11, 2012, revealed the resident was
"always incontinent of bladdar and bowal,"
indicating a decline from the admisslon MDS,

Incontinence Monitoring Record
upon admission and will receive a
Bladder Incontinence Assessment
by a licensed nurse. Based on the
assessment, the resident will be
placed into the appropriate
tolleting plan per the facility Bowel |
and Bladder Program.

All residents residing in facility
based on census of 1/31/2013 witi
have their chart audited for a
completed bladder assessment.
These assessments will be updated
by 3/15/2013.

The Staff Development
Coordinator will in service all
nursing staff on the Bowel and
Bladder Program by 2/20/13.

The DON and RN Supervisors will
conduct audits on these
assessment for completion and
approptiate toileting plan. These
measures will be audited for 10
residents per week for 4 weeks,
then 10 residents per month for 3
_maonths.
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CENTERS FOR MEDICARE & MEDIGAID SERVIGES OMB NO. 09380391
STATEMENT OF DEFICJENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING
446017 B. WiNG . 01/10/2013
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2648 SEVIERVILLE RD
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(X4} 1D SUMMARY BTATEMENT OF DEFICIENCIES i3] FPROVIDERS PLAN OF CORREGTION {5}
N EACH CORRECTIVE ACTION SHOULD BE COMPLETION
| LR oty | e choee e K T R | ERE
F 318 Continuad From page 4 F315 .
Review of the fagility's Incontinence Manitoring The results of the audits will be
Record dated August 2 through August 8, 2012, reviewed at the Quality Assurance
revealed the rasident's voiding pattern {tollating Committee (DON, Administrator,
habits) had been monltored for seven days. Facilities Director maintenance
Continued review of the monitoring record d housekeeping, MDS.
revealed the resldent's voiding pattern had besn and nausekeeping, MDS;
categorized ag voided, wet, and dry. Review of Pharmacy, Social Services, Medical
the Biadder Incontinence Assessment dated Director, ADON, Dining Services)
A!ugust 8, 2012, revealsd tha document was meeting, beginning in February,
blank. - monthly for three (3) months and
Review of facilty policy, Instructions for recommendations implemented,
Patterning Tool, revealed, "1, Select residents first as appropriate,
who have the greatest chance of golng from
Incontinence to continenca, 2. Begin patterning
at midnight; check on resident every hour and
enter a "x" in the appropriate box, 3. Once
patterning is complete; notify nurse so she/he can
complete the nursing assessment _.."
Interview with the Unit Manager of the sscured
unlt i the conference room on January 10, 2013,
at 2:30 p.rhr., confirmed the facility had falled to
pro[\éide t}rensn‘cmant ang garvices 1o address the
residants dacline in bladder continence. .
F 333 483.26(m)(2) RESIDENTS FREE OF F333)  F333-The Medical Director was | 2/24/13
58=G | SIGNIFICANT MED ERRORS notified immediately of the
medication error. Resident # 124
The faciity must ensure that residents are free of |- .y
any slgnificant medication errora. received immediate eme-rgechi
treatment per Medlcal Director’s
orders and was transported 1o
y: .
Based on medical record review, review of a ]
fagility Investigation, facillty policy review, and Disciplinary actlons were given for
Interview, the fac}llty failed to ensure residents the nurse making the medication
were fres of significant medication efrors for one error and the nurse preceptor.
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BULDING
448017 B. WiNG 01/10/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
#4848 SEVIERVILLE RD
ASBURY PLAGE AT MARYVILLE MARYVILLE, TN 37804
SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORREGTION 5
é’é‘é’;‘& {EACH DEFICIENGY MUST BE PREGEDED BY FULL pR'E.-.;x (EACH CORRECTIVE ACTION SHOULD BE om-g“mgmg
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROES‘“EFEREE'&E[E,W THE APPROPRIATE
F 333 | Continued From page & Fasg| Assessment was completed house

resident (#124) of thirty-nine residents reviewsad.
The medlcation error resulted in an emergent
hospltalization and harm for rasident #124,

The findings included:

Resldent #124 was admitted to the faclity on
September 24, 2012, with diagnoses Inciuding
History of Falls, Postoperativa Ropalr of Feraur
Fracture, Osteoporosis and Alzheirmer’s
Dementia.

Medical record review of the quarterly Minimum
Data Set (MDS) dated December 24,2012,
revealed the resldent was sevarely sognltively
Impalted and required extensiva staff assistance
for all activities of dally living.

Medical record review of a Physiclan's Progress
Note dated January 4, 2013, revealsd the
resident had been administered the following
medications prasarited for the resident's
roommate: Hydralazing 100 miliigrams (mg)
(antthypertensive medlecation), Levemir 5 units
{insulln/dfabetic medication), Keppra 500 mg
{antleonvulsant), Tylenol, Aspirin, Ferrous Sulfata,
Carvedilol 26 mg (antihypertensive), Citalopram
20 mg (antidepressant), and Diltiazem 80 my
(cardiac medicationflowers blood pressure and
heart rate). Continued review of the Physiclan’s
Pragress Note dated January 4, 2013, revealsd
the medicatlon error resulted In g sherp decresse
In biood pressure (72/40) and heart rate {48) for
the resident, and required emergent fransport to
the local hospital, and a three day admission to
the intensive care unit. The resident was
;etgg}ed to the faciity by embulance on January

, 2013,

wide for all resldents to check for
proper identification including
armbands and photo identification
.@n resident MAR.

Armbands were placed / updated
' (replaced) for any residents who
_dld not have a current armband.

Photos were taken and placed on
; the MAR far any resident neading
. 8n updated photo.

- The Administrator, DON and Staff
 Development Coordinator
conducted in-services for all
' nursing staff on the Medication
Administration policy. This in-
service covered topies including .
proper identification of residents
prior to administering medications
and the five rights of medication
administration,
The nursing orientation policy was
reviewed and revised. The DON
and Staff Development
Coordinator in serviced all nursing
staff on the ravised policy. This
included training on supervision of
new nurses during the orlentation
period,

FORM CMS-2687(02-89) Previous Varsions Obaglelp . Event ID:3X8G11
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FORM APFROVED
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STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (%3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED
A, BUILBING
445017 B.WING 01/116/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
2848 SEVIERVILLE RD
ASBURY PLACGE AT MARYVILLE MARYVILLE, TN 37804
PROVIDER'S PLAN OF CORRECTION . ()
S0 | (EACH DEFIGIENGY MUST BE PREGEDED Y FULL PREFIX (EACH CORRECTIVEACTIONSHOULD BE | COMELETION
TAG REQULATORY OR LBC IDENTIFYING INFORMATION) TAG cnoss.REFenegEc’l:.lg &TYH]E ARPROPRIATE
F 333 | Continuad From page 8 F333|  1he DON and RN Supervisors will
Review of an undated facility policy, Medication conduct random ";e dicat;%n
Adminlstration, revesied "...before giving & administration audits on
resident any medication: validate the medication: residents per week for 4 weeks,
right resident, right medication, right dose, right then 10 residents per month for 3
route, right ime...identify the resident by using ths to check for proper
ona of the following: photo Identification, mon
resident's identification bracelet, or have the resident identification and proper
resident state thelr name...no madicatlon will be adherence to the Medlcation
glven if the resident cannot be identifled...” Administration Policy Including the
Review of a facllity Investigation dated January 4, five rights of medication
2013, revealed a Medicatlon Error Report which administratlon.
stated "...Rescription of arror: resident rec'd
{recaived) ASA 81 mg (asplrin), Coreg 25 mg, i || be
Celoxa 20 mg, Diltiazem 60 mg, Hydralazine 100 The results °fhthe a":m Py ' L:’an e
mg, Kappra 500 mg, MPAP 500 mg...nurses will - reviewed at the Quality Ass
be mora careful to ldentify correct Committee {DON, Administrator, -
resldent...pictures of residents put (with) MAR Eacilities Director maintenance
{Medication Administration Record) and 1D d housekeeplng, MDS
(identification) bracelets applied to each and housekeeping, VL', Medical
resldent...” The faciilty Investigation included a Pharmacy, Social Services, ledica
statement by tl;e Dlirector of Nursing (DON), who Director, ADON, Dining Services)
responded at the time of the medication error. ing in February,
The DON assisted the LPN In attempis to e B monthe and
stabilize the resident's blood pressure with IV monthly for three :
{intravenous) fluids, and obtained physician's recommendatlons implemented,
orders for the reaident to be transported to the as appropriate.
hospital, as the resident's blood prassure
continued to drop.
Interview with Licensed FPractica) Nurse (LPN #2)
on January 40, 2013, at 10:25 a.m., In the third
floor nurse's station, confirmed on January 4,
2013, during the morning medication pass, the
facillty pollcy regarding medication administration
and resident identification had not been fallowed,
Continued interview confirmed a medication error
FORM CM8-2567{02-99) Previoua Versions Obsolsts Evant [D:8X8Q11 Falitty ID: TNOSOS If continization shest Paga 7 of 10:
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{X4) 1D
PREFIX
TAG

SUMMARY S8TATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
RECULATORY OR LSE IDENTIFYING INFORMATION)

D
PREFIX
TAQ

PROVIDER'S PLAN OF CORRECTION
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CRQ TO THE APPROPRIATE
DEFIGIENGY)

cnmo@mu'
DATE

F 333

F 441
38=D

 accurrad when resident #1424 racelved the

Contihusd From page 7

roommate's madications (listed above). The LPN
provided a signed statement, fo the DON, a8 2
part of tha facllity Investigation Into the madication
arror. The LPN's signed statement revesled &
new nurse/orientas had administered the
medlcations, in the third floor dining area, without
carrectly Identifying the two resgldents. The error
was discovered and reported when the
roommate’s family membaer, familiar with both
resldents, recognized resident #124 had received
an insulin injection prascribed for the roommate.
During the Interview LPN #2 confirmad the signed
statement was complete regarding the detalls of
the incident,

Interview with the DON and Administrator on
January 10, 2013, at 2:00 p.m., In the
Administator's offlce, confirmed on January 4,
2013, the Tacility policy refated to medlcation
administration and rasident Identification had not
bean followed, and a madication errar occurrad.
This medication error resulted in harm and
hospitalization for tha resident.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and malintaln an
Infection Control Program deslgned to provide a
safe, sanitary and comfortable environment and
to help prevent the devalopment and transmission
of disease and infection,

() Infectlon Control Program -

The facility must establish an Infection Control
Pragram under which [t -

(1) Investigates, controls, and prevents infections
Ir the faciiity;

F 333

F 441

F 441 - C.N.A. #1 was re-educated
by the RN on infection control
including not blowing on resident
food while feeding.

The Staff Development
Coordinator wlil in-service all
nursing staff on Infectlon control
procedures while feeding a
resident. '

2/24/13
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CENTERS FOR MEDICARE & MED{CAID SERVICES B NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {*2) MULTIFLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN QF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
443017 B. WiNG 01/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
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{%4) ID SUMMARY STATEMENT OF DEFIGIENCIES o PR&&"E&? C%N ng %Nnggg&%uas conion
T SGveLembacienmeth | Re | oSiemepeanatmio, | ol
F 441 | Continued From page 8 F 441 . N
{2) Decldes what prosadures, such as Isolation, The DON and RN Supervisors will
should be appliad to an individusal resdent; and conduct random direct
{3) Maintains & record of Incidants end corrective observation audits on 10 residents
actions ralated to Infactions. per week for 4 weeks, then 10
(b} Preventing Spread of Infection residents per month for 3 months
gl) When tha Infection Control Program during meal times to ensure
etermines that a resident needs Isolatlon to infection control
prevent the spread of Infaction, the facillty must proper Infect]
isolate tha resident, procedures are followed.
{2) The facility must prohlbit empioyesas with a
communloable disease or Infacted skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disesse.
{3) The facllity must require staif to wash their The results of the audits wili be
hands aftar each direct resident contact for which reviewed at the Quality Assurance
ha:fd washing is Indicated by acceptad Committee (DON, Administrator,
protfessional practice. Facilitles Director maintenance
(G) Linens ' and housekeeping, MDS,
Parsonnel must handle, store, process and Pharmacy, Social Services, Medical
lt;?gggggt iinens so as to pravent the spread of Director, ADON, Dining Services)
. meeting, beginning in February,
meonthly for three (3} months and
recommendations implemented,
Ih.ls REQUIREMENT s not mat as avidenced as appropriate.
Based on observation and interview, the facility
falled to prevent/minimize the transmission of
potential alrborne contamination for ane resident |
during & random ohservation at mesitime.
The findings included:
Qbsarvatlon of the secured unit dining room on
January 7, 2013, at 12:40 p.m., of Certifled Nurse
Assistant (CNA) #1 assisting the resident with
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sating revealed the CNA scooped the food onto g
&paon from the resident's plate, held the spoon
close to the CNA's mouth, blew on the food, and
offered the food to the resident to consumae,
Continued observation revealed the rasldent
apened the mouth and easlly accepted the food.
Continued observation revealad the process was
reposated four times during the observation.

interview with CNA #1 on January 7, 201 3 at
1:30 p.m., confirmed blowing on tha resident's
foad to ansure a =afs temperature was not an
acceptable method of testing the food
temperature.

Interview with the Unit Manager on January 7,
2013, at 1:35 p.m., In the Unit Manager's office
confirmed blowing on the resident's food was not
an accaptable means of infaction contraol,
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